Her appearance was similar to that of the other two cases. She said she had noticed puffiness of the face for a year or two, and her hands had got so much bigger that she had had to get her wedding ring altered twice. Her size in shoes had gone from 6 to 8. She had already been sent to the ear, nose and throat department in 1960 because of her loud snoring which was probably due to the large size of her tongue. There has been little change in her appearance since radiotherapy to the pituitary and her periods have not returned.
Comment
Three out of four of all acromegalics develop amenorrhoea during the course of their illness, and in one out of three acromegalics it is one of the early symptoms. Yet as a cause of unexplained amenorrhoea, the diagnosis of acromegaly is not often considered for it is assumed that the patient's face would tell the doctor the diagnosis if it were present, and so he need not positively think about it.
However, in its early stages acromegaly is not easy to spot from the face; the face looks puffy and swollen but it fails to announce the diagnosis. Once missed, the condition can become quite advanced before the doctor recognizes it, though it may be fairly obvious to a doctor new to the case. In the first of these 3 cases I missed the diagnosis for over a year till my (then) new registrar, Dr Alan Read, pointed it out. After this experience I recognized the other two easily.
Acromegaly may be a commoner cause of unexplained amenorrxhea than is usually thought. It is worth thinking of as an explanation for puffiness of the face, paresthesie of the hands or loud snoring. The thickened tissues beneath the annular ligament or the enlargement of the tongue are responsible for these symptoms.
Duodenal Ileus Complicating Repair of Patent Ductus Arteriosus
Brian S Cox FRcs (for Harold Ellis Mch FRCS) J C, female, aged 28, Anglo-Indian History: Presented in July 1962. She was severely under-developed and had been known to have a cardiac murmur since the age of 7. She was short of breath on climbing stairs but there was virtually no disablement.
On examination: Weight 33 kg, height 145 cm. There was no clubbing or cyanosis. Pulse 110.
Blood pressure 150/70. Left ventricle enlarged with a thrust and displaced by a scoliosis. Systolic and diastolic murmurs were present although not of machinery type.
Investigations: Chest X-ray (Fig 1) showed scoliosis and marked pulmonary plethora indicating left-to-right shunt. Left ventricle enlarged. Aorta widened and pulmonary artery unusually prominent. ECG revealed sinus tachycardia and left ventricular hypertrophy.
Cardiac catheterization demonstrated a large AV shunt; the systemic outflow was 8 2 I./min, the pulmonary outflow was 22-9 1./min. Transfemoral aortogram showed dye passing from the aorta into the pulmonary artery.
A clinical diagnosis of patent ductus arteriosus was made.
Operation (4.1.63, Mr Charles Drew): A very large ductus, 2 5 cm in diameter, was found. Clamping the aorta had little effect on blood pressure so the aorta was cross-clamped above and below the ductus and the pulmonary artery side-clamped. This permitted division of the ductus and repair of the defects. Post-operatively she had two attacks of fibrillation treated successfully with digitalis. On 19.1.63 she developed abdominal pain and vomiting which continued despite the withdrawal of digitalis. Direct questioning revealed three previous attacks at the ages of 14, 18 and 22. She was found to have an enlarged stomach, visible peristalsis and a succussion splash. Clinically, it seemed as though she had pyloric stenosis, but Gastrografin X-ray showed gross dilatation of the .......... (Fig 2) . The patient was treated conservatively but the obstruction persisted.
Operation (27.1.63, Professor Harold Ellis) confirmed the diagnosis of duodenal ileus. The site of apparent obstruction was at the level of the superior mesenteric artery, which was presumably responsible. There was no other abnormality in the abdomen. Duodenojejunostomy was performed between the distended third part of the duodenum and the first loop of the jejunum. Biopsy of the duodenum showed a normal autonomic nervous plexus. Post-operatively the stoma apparently failed to function and a second laparotomy was performed on 5.2.63. The stoma was found to be normal and a Ryle's. tube was manipulated down the cesophagus through the stomach, duodenum and stoma into the jejunum for feeding. The stomach was aspirated via a second Ryle's tube. Three days later the stomach began to empty and convalescence was uneventful.
Discussion
Duodenal ileus was more commonly diagnosed at the turn of the century when Finney (1906) and Stavely (1908) gave the first adequate descriptions of the disease. Wilkie (1921) published an account of 130 patients with this condition, many complicating surgery of the abdomen.
Patients with this condition are usually female, of slight build, and in the age group 20-40 years. Symptoms often date from infancy but this patient's first symptoms were noted at 14 years. In 30% of cases there is an association with peptic ulceration. The cause of the condition remains obscure. Rokitansky suggested in 1849 that it was produced by mechanical constriction of the third part of the duodenum by the superior mesenteric artery. In some cases the duodenum has an aganglionic segment as seen in Hirschsprung's disease, but the autonomic innervation was normal in the patient described.
Acquired Hypogammaglobulin2mia
Complicated by Reticulosarcoma C B S Wood MB DCH (for N C Oswald MD FRCP) Miss E H, aged 45 years History: The diagnosis of primary acquired hypogammaglobulinemia was made six years ago as a result of the demonstration of a serum y-globulin level of 0 05 g/100 ml. She had had recurrent skin and chest infections for six years. There was no evidence of reticuloendothelial, hepatic or renal disease, and immunological insufficiency was demonstrated by the failure of Schick conversion and the presence of abnormally small amounts of blood group agglutinins. Splenic enlargement2 cm below the costal margin appeared four years ago and at first did not progress. Weekly injections of y-globulin (Medical Research Council trial) were started three years ago and have satisfactorily prevented infections. Gross recent and progressive splenomegaly caused her reinvestigation.
On examination: Clubbing of the fingers. Supraclavicular, axillary and inguinal lymph nodes slightly enlarged, discrete, firm and mobile. Slight bilateral parotid enlargement. Liver palpable 3 cm below the costal margin, smooth and firm. Spleen palpable 8 cm. Chest normal apart from bilateral basal rales.
Investigations: Hb 72%, other indices normal. WBC 4,000, normal differential. Platelets 124,000/ c.mm. ESR 11 mm/h (Westergren). Serum proteins: Total 6 5 g/100 ml. Electrophoresisdiminished yglobulin. Chest X-ray: Bilateral
